Mesenteric cysts are rare intra-abdominal lesions occurring during childhood, which were first described in 1507. Cases of mesenteric cysts have been continuously reported, but these cases were very small in number. They are often asymptomatic and incidentally found while patients are undergoing work-up or receiving treatment for other conditions such as appendicitis, small-bowel obstruction, or diverticulitis; however, patients may still have lower abdominal pain and symptoms that are frequently associated with other abdominal conditions. The symptoms are variable and non-specific, including pain (82%), nausea and vomiting (45%), constipation (27%), and diarrhea (6%). An abdominal mass may be palpable in up to 61% of patients. We are to report the clinical course and literature of a child with mesenteric cysts who complained of acute abdominal pain, distension, and vomiting and were surgically treated after being diagnosed with mesenteric cysts based on radiological examination.
INTRODUCTION
Mesenteric cysts are rare intra-abdominal lesions that occur during childhood, which may vary in presentation from an asymptomatic mass to an acute abdomen. They can occur anywhere in the mesentery of the gastrointestinal tract from the duodenum to the rectum and may extend from the base of the mesentery to the retroperitoneum [1] . Incidences of pediatric mesenteric cyst are very low (lower than adult cases) [2] . Moreover, the rarity of this condition is one of the causes of incorrect preoperative diagnosis. In this report, we present a case of mesenteric cyst on the proximal ileum of a patient with abdominal pain.
CASE REPORT
A previously healthy 4-year-old boy was transferred to our hospital from a primary clinic complaining persistent vomiting, abdominal pain, and an abdominal mass. He didn't have any other symp- that has a well-defined wall with anechoic lesion. On an abdominal ultrasonography, a large cystic lesion was found with a thin wall superior to the bladder, composed of homogenous fluid material inferior to the umbilicus. toms such as fever, jaundice, melena, or hematemesis. There was no familial record of any similar symptoms or history. Vital signs such as blood pressure, heart rate, respiratory rate, body temperature were all in normal ranges. However, on physical examination, bowel sounds were decreased, and a 10-cm-sized mass was palpable in the lower abdomen. It was freely movable and apparently fluctuant. There was no tenderness. Blood test results found that hemoglobin level was 12.5 g/dL; white blood cell was 8,930 /μL with 84.2% neutrophil and 12.0% lymphocyte; platelet count was 301,000 /μL; erythrocyte sedimentation rate was 10 mm/h; C-reactive protein level was 6.73 mg/L. Liver function tests, basic metabolic panel, amylase and lipase levels, and urinalysis were within normal limits. In an abdominal ultrasonography to rule out intussusception, a large cystic lesion was found surrounded by a thin wall superior to the bladder, composed of homogenous fluid material inferior to the umbilicus; no solid lesion was observed (Fig. 1) . Abdominal computed tomography (CT) revealed a low attenuated intra-abdominal cystic mass measured as 12 cm in diameter with thin intracystic septations (Fig. 2) . He was transferred to the general surgery department for operation. Intraoperatively, the cyst was resected with the attached small bowel. A grossly unicystic mass was found, and the intestinal serosa was intact with a thin cystic wall measuring 9×8.5×4.2 cm, 152 g (Fig. 3) . Immunohistochemical markers were negative. Histopathology of the mes-Pediatr Gastroenterol Hepatol Nutr enteric cystic wall shows a single layer of epithelial lining surrounded by fibrous structure. And the final pathophysiologic result was a lymphatic mesenteric cyst (Fig. 4) . He made a good clinical recovery without complications after the operation. He was discharged home on the fifth post-operative day. There was no recurrence or complications during the follow-up period for one year.
DISCUSSION
A mesenteric cyst is defined as any cyst in the mesenterium. It was initially described by the Italian pathologist Antonio Benivieni during the autopsy of an 8-year-old child in 1507 [1, 3] . Cases of mesenteric cysts have been reported continuously, but these cases were very small in number; thus, the etiology of mesenteric cysts has not been ascertained exactly. Mesenteric cyst may vary in size from a few centimeters to over 10 cm [4] . Its location is within the mesentery of the small intestine, most frequently followed by the mesentery of the colon and retroperitoneum [5] . In a review series of 162 patients, 60% of mesenteric cysts occurred in the small-bowel mesentery, 24% in the large-bowel mesentery, and 14.5% in the retroperitoneum [2, 6, 7] .
Mesenteric cyst is usually asymptomatic, but it can be accompanied by gastrointestinal symptoms which make it misunderstood as appendicitis, small bowel obstruction, or diverticulitis, before operation. Complications such as rupture, torsion, or intestinal obstruction rarely occur, which cause more severe symptoms [8, 9] . According to a large review of the literature by de Perrot et al. [10] , pain (82%), nausea and vomiting (45%), constipation (27%), or diarrhoea (6%) were the presenting symptoms while an abdominal mass was the clinical finding in up to 61% of the patients. There were also non-specific symptoms in this case, such as abdominal pain, distension, and vomiting. It is likely that young patients under the age of 10 take less time to show some symptoms compared with patients aged over 10 [6] . Various clinical characteristics were shown at the recent case series reports of mesenteric cysts in pediatric patients (Table 1) [9, [11] [12] [13] [14] . Nearly no case in childhood has been reported in Korea.
Because mesenteric cyst in childhood is occasionally accompanied by symptoms like pain, history taking and physical examination should be performed precisely, and radiologic findings such as abdominal ultrasound (USG) and CT scan are impor- tant. According to study of Senocak et al. [15] , abdominal USG by experienced hands is the most reliable diagnostic tool, and CT scan should be performed additionally in a suspected case. USG and CT of the abdomen can distinguish between solid and cystic characteristics of abdominal mass. Mesenteric cyst has a possibility of secondary complications such as hemorrhage, torsion, obstruction, or infection, hence complete excision of cyst with or without bowel resection is the procedure of choice to prevent recurrence or malignant transformation [6, 16] . Once the cyst is removed, it recurs rarely, and the prognosis of the patient is usually excellent. Recurrence is reported to be higher after partial wall excision and drainage than after total excision. There are little reports of malignant cysts at childhood yet. According to Kurtz et al. [6] , only 3% of mesenteric cysts were malignant, all of which were found in adults.
In conclusion, we reviewed the clinical course and literature of a child with mesenteric cysts who complained of acute abdominal pain, distension, and vomiting and were surgically treated after being diagnosed with mesenteric cysts based on radiological examination.
